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Primary and Secondary Syphilis — United States, 1999 


In October 1999, CDC, in collaboration with other federal partners, launched the Na 
tional Plan to Eliminate Syphilis in the United States. In 1998, Congress initiated funding 
for the syphilis elimination effort. Syphilis elimination is defined as the absence of sus 
tained transmission (i.e., no transmission after 90 days of the report of an imported index 
case). The national goal for syphilis elimination is to reduce primary and secondary (P&S) 
syphilis to <1000 cases (rate: 0.4 per 100,000 population) and to increase the number of 


syphilis-free counties to 90% by 2005 (7 ). To describe the epidemiology of syphilis in the 


United States, CDC analyzed notifiable disease surveillance data for 1999. This report 
summarizes the results of that analysis, which indicate that, in 1999, P&S syphilis 
declined to a rate of 2.5 cases per 100,000 population, the lowest rate ever reported, and 
that syphilis transmission increasingly is concentrated in a few geographic areas 

Summary data for syphilis cases reported to state health departments and the 
District of Columbia for 1999 were sent quarterly and annually to CDC. These data 
ncluded the number of syphilis cases by patients’ county of residence, sex, stage of 
jisease, racial/ethnic group, and age group. Data on reported P&S syphilis were ana 

sport because these cases better represented incidence (i.e., newly ac 
quired infections within the evaluated time) than reported cases of latent infection, which 
are usually acquired months or years before diagnosis. P&S syphilis rates were calcu 
lated by using population denominators from the U.S. Bureau of the Census (2). The 1999 
rates and numbers of cases were compared with data for 1998 (3) and 1997 (4) 

In 1999, 6657 cases of P&S syphilis were reported in the United States (2.5 per 
100,000 population), a 5.4% decrease from the 7035 cases (rate: 2.6) reported in 1998 
and a 22% decrease from the 8556 cases (rate: 3.2) reported in 1997. The South contin 
ues to have the highest rate in the country (4.5) (Figure 1)*. From 1998 to 1999, rates 
declined 10% in the South (from 5.0 to 4.5) and 12.5% in the Northeast (0.8 to 0.7). The 
rate for the West remained unchanged (1.0), and the rate for the Midwest increased from 

in 1998 to 2.2 in 1999. P&S syphilis rates have declined in 28 states since 1998, and 

states have rates below the national health objective for 2000 of 4.0. Nine of the 
ynnecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York 
nia, Rhode Island, and Vermont; Midwest=illinois, Indiana, lowa, Kansas, Michigan 


ta, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; 


ith=Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky 

yuisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee 

xas, Virginia, and West Virginia; West=Alaska, Arizona, California, Colorado, Hawaii, |\daho 
Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming 
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FIGURE 1. Counties with rates above the national health objective for 2000 of 4.0 per 
100,000 population —- United States, 1999 
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11 states that have rates above the 2000 objective are in the South. The rates for 1999 
ncreased in 14 states; increases were largest in Indiana (from 3.6 to 7.6), Oklahoma 
(2.9 to 5.6), and Washington (0.8 to1.4 

in 1999, of 3115 U.S. counties, 2473 (79.4%) reported no cases of P&S syphilis, com 
pared with 2430 (78 ) counties reporting no cases in 1998 and 2324 (74.6%) in 1997 
In 1999, 2850 (91.5%) counties reported rates below the 2000 objective. Of the 
265 counties (8.5% of all counties) with P&S syphilis rates above the 2000 objective 
243 were in the South. In 1999, 22 counties and Baltimore, Maryland; Danville, Virginia 
and St. Louis, Missouri, accounted for 50% of all reported P&S syphilis cases in the United 
States (Table 1). The overall rate for 63 of the largest cities in the United States (popula 
tion >200,000) was 5.1 cases per 100,000 persons; 24 large cities had rates higher than 
the 2000 objective. Cities with the highest rates of P&S syphilis were Indianapolis 
Indiana (50.0); Nashville, Tennessee (46.8); and Baltimore, Maryland (38 

The 1999 reported rate of P&S syphilis in blacks (15.2) was 30 times the rate reported 
in whites (0.5); the 1999 rate for blacks declined 10% compared with 1998. The rate for 
Hispanics increased 20% (from 1.5 in 1998 to 1.8 in 1999). The increase in rate for 
Hispanics was attributed to an increased number of cases in men; the number of cases in 
women remained stable. Rates for American Indians/Alaska Natives and for Asians 
Pacific Islanders were unchanged from 1998 (2.7 and 0.4, respectively) 

Rates for P&S syphilis in 1999 were 45% higher for men (2.9) than for women (2.0) 
The male-to-female rate ratio in 1999 was 1.5:1, and has been increasing since 1994, 
when it was 1:1. The increase occurred in all racial/ethnic groups except Asians/Pacific 
Islanders and American Indians/Alaska Natives. The greatest increase occurred among 
Hispanics, from 2.3:1 in 1998 to 2.9:1 in 1999. An increase in the male-to-female rate ratio 
occurred in 16 (62%) of the 26 states that reported =>25 cases in 1999. The male-to 


female rate ratio was remarkably high in some cities, such as Seattle (38:1) and San 
Francisco (25:1). 
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TABLE 1. Number and rate* of reported primary and secondary (P&S) syphilis 
cases, by county or city' — United States, 1998-1999 





1998 1999 
County or City No Rate No 
Marion County, IN 161 19.8 407 
Cook County, Il 364 7.0 324 


Shelby County, TN 260 29.5 258 











County, TN 210 39. 250 


MD 456 


246 


mond Cx 


sa County, OK 





Per 100,000 populatior 
for 50 f ren 


Reported by: State and local health depts. Epidemiology and Surveillance Br, Statistics and 
gy 
Data Management Br, Div of Sexually Transmitted Disease Prevent 


on, National Center for HIV 
STD, and TB Prevention, CDC 


Editorial Note: The number and rate of P&S syphilis cases reported in 1999 were the 
lowest ever reported in the United States (7) with a 22% decline in both cases and rates 
since 1997, reflecting the substantial progress that has been made since efforts to 


eliminate syphilis began. The disease has become increasingly concentrated in a few 
geographic areas; in 1999, 50% of P&S syphilis cases occurred in <1% of counties; 
approximately 80% of counties reported no cases of syphilis. Although syphilis rates 
remain higher in the South than in other regions, the South had a 32% decline in the P&S 
syphilis rate from 1997 to 1999, illustrating that the greatest improvements in disease 
control have taken place where syphilis incidence has been greatest. Eliminating syphilis 
would reduce the likelihood of human immunodeficiency virus (HIV) transmission and 
improve reproductive health by preventing spontaneous abortions, stillbirths, and 
developmental disabilities caused by congenital syphilis. In addition, syphilis elimination 
would help to rebuild the capacity of communities to control infectious diseases and 
reduce racial disparities (7). 
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xen who have sex with men—Southern California, 2000 


Outbreak of Syphilis Among Men Who Have Sex With Men — 
Southern California, 2000 


Syphilis is a sexually transmitted disease (STD) caused by infection with the spiro 
chete Treponema pallidum, and like other genital ulcer diseases, syphilis enhances the 
transmission of human immunodeficiency virus (HIV) (7). During the 1990s, syphilis 

yccurred predominantly among heterosexual blacks in the South and in large cities 
However, recent outbreaks of syphilis have occurred among men who have sex with 
men (MSM) (2,3). Alarge syphilis outbreak occurred among MSM during January-July 
2000 in southern California. During the outbreak period, the proportion of primary and 
secondary (P&S) syphilis cases among MSM increased to 51% from 26% for the same 


period in 1999. This report summarizes the findings of an investigation of this syphilis 


yutbreak, which indicate a substantial increase in the number of syphilis cases among 
MSM, many of whom are HIV-positive. These data suggest that concern about HIV infec 
tion may be declining among MSM and emphasize the importance of strengthening 
efforts to prevent HIV infection in this population in the United States 

California law requires that reactive syphilis serologic results and suspected cases of 
syphilis be reported to local health departments. Suspected and confirmed syphilis cases 
are then reported to the California Department of Health Services and CDC. Public health 
staff interview all persons with syphilis to collect clinical, demographic, and epidemio 
logic data and to assure that these persons receive appropriate treatment. The behav 
ioral data collected include sex and number of sex partners, self-reported HIV serostatus, 
drug use, and location where the patient had met sex partners while the patient probably 
was infected. Because of the increase in the number of reported cases of syphilis in 2000 
staff re-evaluated and reinterviewed syphilis case-patients reported during January 
1999-July 2000. Case-patients were defined as persons with a reactive syphilis sero 
logic test result and symptoms of P&S syphilis. Men were identified as MSM if they 
reported having had any male sex partners during the interview period. 

During January-July 2000, 130 case-patients were reported, 66 (51%) of whom 
were MSM compared with 26 (26%) of 100 for the same period in 1999 (Figure 1) (4). Of 
the 66 MSM case-patients, 15 (23%) had primary syphilis, and 51 (77%) had secondary 
syphilis. MSM case-patients were from the following health jurisdictions: Los Angeles 
County (41), Orange County (10), City of Long Beach (eight), San Diego County (six), and 
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FIGURE 1. Number of primary and secondary (P&S) syphilis cases overall and among 


men who have sex with men (MSM), by month and year — Southern California, January 
1999-—July 2000 
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Riverside County (one). Overall, 47% of « 


ases were diagnosed at private medical clinics, 
18 


at HIV early intervention programs, and 17% at STD clinics. The median age of MSM 
case-patients was 35 years (range: 20-54 years); 27 (41%) were white, 24 (36%) were 
Hispanic, 12 (18%) were black, and two (3%) were Asian/Pacific Islander; race/ethnicity 
was unknown for one (2%). Of the 57 who knew their HIV serostatus, 34 (60%) reported 
that they were HIV positive. The year of diagnosis was known for 27 of the 
34 HIV-positive MSM; the median time since diagnosis of HIV infection was 4 years 
range: 0-19 years). For those whose HIV diagnosis had been made <1 year before the 
diagnosis of syphilis, the number of months since HIV diagnosis was not available 
Although data on behavioral risks were not collected systematically 
records indicate that of the 66 MSM, 33 (50 reported that they had had anonymous 
sex, 17 (26%) had met sex partners in bathhouses, two (3 


interview 


) had met sex partners 
through the Internet, and four (6%) had had sex with a commercial sex worker. Overall, 
13 (20%) MSM reported using a condom during the most recent sexual contact, and 
26 (40%) reported using illicit drugs. Crystal methamphetamine, the drug reported most 
frequently, had been used by 18° 

Local response to the outbreak included a media campaign, community education 
outreach, and syphilis screening. The media campaign used radio, print, and Internet 
advertisements to raise awareness of the outbreak and to promote syphilis testing. Local 
health departments and community groups used mobile vans to conduct syphilis screen 
ing at bathhouses, gay bars, HIV treatment sites, and other locations (e.g., parks and 


selected street corners) that MSM case-patients had identified as places for meeting sex 
partners 


Reported by: KT Bernstein, ScM, R Tulloch, J Montes, MA, G Bolan, MD, Sexually Transmitted 
Disease Control Br, California Dept of Health Svcs; IE Dyer, MPH, M Lawrence, MPA, AP Kaur, 
MPH, D Kodagoda, MPH, H Rotbiatt, P Kerndt, MD, Los Angeles County Sexually Transmitted 


Disease Program, Los Angeles; R Gunn, MD, County of San Diego Sexually Transmitted 
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Disease Program, San Diego; N DeAugustine, Preventive Health Bur, City of Long Beach Dept 
of Health and Human Svcs, Long Beach; P Weismuller, DrPH, Orange County Sexually Trans 
mitted Disease Program, Orange County, California. Div of Sexually Transmitted Disease 
Prevention, National Center for HIV, STD, and TB Prevention; and EIS officers, CDC 
Editorial Note: The results of this investigation and other similar outbreaks suggest that 
an increasing number of MSM are participating in high-risk sexual behavior that places 
them at risk for syphilis and HIV infection (5,6). Similar trends have been reported 
internationally (7). These data are consistent with reports from behavioral surveys that 
indicate some MSM are participating in activities that increase their risk for acquiring 
and transmitting HIV and other STDs (8). Several factors may have contributed to this 
change, including the avaiiability of highly active antiretroviral therapy (HAART) (9). 
the introduction of HAART in 1996, acquired immunodeficiency syndrome 
incidence and deaths have declined substantially, decreasing the actual and perceived 


threat of HIV to MSM (8). Because syphilis increases the likelihood of acquiring and 


transmitting HIV infection, the increase in P&S syphilis among MSM may indicate an 
increase in the incidence of HIV infection 

The findings in this report are subject to at least two limitations. First, information was 
abstracted from public health records for which data had not been collected systemati 
cally because of variations in interview style and documentation. Second, because 
behavioral risk data were available only for some case-patients, the proportion of case 
patients with each reported behavioral risk may be inaccurate 

A high proportion of cases was identified by private providers, and communication 
between public health officials and HIV care and local primary-care providers was crucial 
n responding to the outbreak. The standard of care for MSM, regardless of HIV status, 
should continue to include counseling about safer sex. For MSM who are HIV positive or 
are at risk for HIV, voluntary screening for syphilis and other STDs is an essential compo 
nent of quality care. MSM who do not know their HIV serostatus and who have an STD 
should be offered HIV screening to facilitate early access to care for those who are HIV 
positive. Partnerships with clinicians and community organizations that serve MSM will 
sontinue to be critical for the development of targeted and effective prevention mes 
sages. In this outbreak, community organizations and state and local health departments 
facilitated rapid outreach and education in the community. The role of outreach efforts 
and the media campaign in arresting the outbreak is being evaluated 

This outbreak, unlike other recent syphilis outbreaks (70), involved primarily white 
and Hispanic MSM with access to health care, most of whom were HIV positive. As 
syphilis rates decline and the epidemiology of syphilis changes, outbreak recognition 
through surveillance and the collection of enhanced behavioral risk data will be impor 
tant in preventing syphilis and HIV transmission. State and local health departments 
should review HIV/STD and behavioral surveillance data on MSM and other at-risk popu 
lations to detect outbreaks and implement appropriate public health actions. Increased 
prevention efforts in MSM communities are critical in preventing STD and HIV transmission. 
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Prevalence of Disabilities and Associated Health Conditions 
Among Adults — United States, 1999 
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Disabilities and Associated Health Conditions Continued 
or more of eight measures: 1) difficulty with one or more specified functional activities*; 
2) difficulty with one or more activities of daily living (ADLs)*; 3) difficulty with one or 
more instrumental activities of daily living (IADLs)*; 4) reporting one or more selected 
impairments*; 5) use of assistive aids (e.g., wheelchair, crutches, cane, or walker) for >6 
months; 6) limitation in the ability to work around the house; 7) limitation in the ability to 
work at a job or business (data for persons aged 16-67 years); and 8) receiving federal 
benefits on the basis of an inability to work. A subset of persons with disability also 
reported the main cause of their disability from a list of 30 associated health conditions 
This subset, defined before the survey was conducted, comprised persons reporting 
difficulty with ADLs, |ADLs, selected functional activities (excluding seeing, hearing, and 
having their speech understood by others), or limitation in the ability to work around the 
house or at a job or business. National estimates were calculated using sample weights 
representing the inverse of the probability for selection and complex adjustments for 
nonresponse and subsampling (6) 
The analysis focused on 53,636 adults aged >18 years (consistent with standard age 
ategories used in other national surveys). In 1999, 44 million (22%) adults reported 
having a disability (Table 1). The prevalence rate of disability was 24% among women 
and 20% among men. Approximately 32 million adults had difficulty with one or more 
functional activities such as climbing a flight of stairs (19.4 million), walking three city 
blocks (19 million), or lifting/carrying 10 Ibs (14.2 million); approximately 16.7 million 
s had a limitation in the ability to work around the house; 11 million had either 
selected impairments or difficulty with IADLs. Two million adults used a wheelchair, and 
seven million used a cane, crutches, or a walker. Of the total percentage of disabilities, 
63% occurred among working adults (aged 8-64 years); of these, 27.8 million (16.5%) 
had a disability and 17.7 million (10.5%) had a limitation in the ability to work at a job or 
business. Of those adults aged 265 years, 16.3 million (50%) had a disability. The age 
specific prevalence rate of disability was the highest among respondents aged 265 for all 
functional activities, ADLs, and IADLs 
Of all adults with disabilities, 41.2 million (93.4%) reported their main health condition 
associated with their disability (Table 2); 7.2 million (17.5%) had arthritis and rheumatism, 
5.8 million (16.5%) had back or spine problems, and 3.2 million (7.8%) had heart trouble 
hardening of the arteries. Women had higher rates in the arthritis or rheumatism and 
other” associated health conditions categories than men. Men had higher rates of heart 
trouble/hardening of the arteries and deafness or hearing problems than women 
Reported by: JM McNeil, J Binette, Bur of the Census, Economics and Statistics Administra 
US Dept of Commerce. Disability and Health Br, Div of Birth Defects, Child Development 
and Disability and Health, National Center for Environmental Health; Health Care and Aging 
Studies Br, Div of Adult and Community Health, National Center for Chronic Disease Preven 


tion and Health Promotion, CDC 


*Specified functional activities: ability to see words or letters in ordinary newspaper print 


hear normal conversations, have speech understood by others, lift/carry 10 Ibs, climb a 
flight of stairs without resting, and walk three city blocks. ADLs: getting around inside the 
home, getting in/out of a bed/chair, bathing, dressing, and toileting. IADLs: getting around 
outside the home, taking care of money and bills, preparing meals, doing light housework 
and using the telephone. Selected impairments: learning disability, mental retardation, other 
developmental disability, Alzheimer disease/senility/dementia, and other mental disabilities (3) 











10S LOE’9L L8l'iz 022 880th Ayiqesip e yim jeyoy 
0 00L £95 Ze SOL 89L 0001 899 002 peAasins je},oO) 


v/N v/N £0* Lig V/N v/N V/N SHyeUued AWiqesip 440M je1ape; peaiesey 
W/N v'0= 689'LL / v/N W/N sseursng 40 gol e ye y40M 0} Aqyige ul UONne WT 
812 £0 6¥9'6 ; SS/'91 asnoy ey} punose 440M 0} Ayyige ul UONe Ww] 


IEW ) y9]NI0 ‘aue’* 


February 23, 2001 


t } neu IBUNM 
(2°0*) , ple @Alsisse jo asf) 
6t t IaWIO 
Pp iouw 
jBAGBP 19UID 
ja. ;/eue-: 


jesip Duiused| y 


(6°0*) ; (£0 ; ) Z6E'LL Sjusw edu pe)sejes Burnodey 


jdaja) au) 6 


SzPv'9 , ; G6L'LL uray Apep jo senianoe pequewnysur ym Aynoyig 


) 


yu {or p se Duiljec) 


490 A Ye) BHulmleaa 
4) V 


t , Ai 12 An 4 } , ' v )91/SP40M Bu 


£9 L80'SlL (vp 0*) ZOL OLUZ (S$ 0*) OSoL SAAN 2e jeuonoun peyioeds Yum Aynouig 





aey ON 1D %S6) ayey ON (1D %S6) ayey Ayyiqesip jo aunseay 
si@98, S9 SIB8A ¥9S-81 S488, BL 
SONIGesip YUM SUOSI8d 











666L ‘S9}81S pejiuN ‘uonedisieg pue weiboig awosu yo Aaaiung — dnos6 abe 
Aq ‘Ayyiqesip yum sueaA gi = peBbe suosiad pazijeuoinyiysuiuoU UeNIAID JO .Sejes BDUajeAGId puke ,sOquUINN ‘L JI@VWL 





$29 pay yBiamun OE> UO paseg aie Sayewijsy , 
}BAIJBUI BO 
jO }S1j @ WoOs Ayjigesip ay) JO SesNned 484y}0 OM) O} dN pue esnesd yew sauisng 40 goleje 0} Ayijiqeul ay) 10 ywOMasSNoOY OF 


ay) ‘Buiay Apiep jo saiiaioe yequawnsysul ‘Guray Ajrep jo saniaioe ‘(yoe8eds NJOUN, YUM ANI WIP payiodas o 





0001 LOv’ez? 0°00L 


“£9l’Lt 89L'Ly 
OL ELSE L? vel GLEZ 


SRL 9 


uonipuc 


aiqo.i 


a 
j 


( 


0 BAIISE 


sisAjeied 
swejqoid Aeuply 


Continue 


1ias jo pesH 
aunsseasd poojg ybipy 


wn 
— 
— 


uonepliey 


34NJOB1j/BU0q 


alth C 


d He 


> 


; 9 


d Associate 


ait 





uOoNIpPUoD WIeEW 


Ss an 


(ID %S6) ID %S6) ‘ (ID %S6) (%) 
Ue SUOSTON Ty 











666L ‘S93e81S 
peyiun ‘uoinedisijieg wesboig pue awosu jo AaAing — xas Aq ‘Ajyiqesip ay} jo asned ,ulew ay} Se SUOI}IPUOD pa}sajasS 
Huljsiodas sanyiqesip yyim sieaA g_= peBbe suosied pazijeuoinyiysuiuou uelAls jo aBejyuaoied pue ,sequiny ‘Zz F1GWL 


50 / No. 7 


Disabilitie 


Vol 





February 23, 2001 


dar arias 
analyses re 


ssist diseas 


ise 
surveillance of 
tan y and the 


mportance 


>} 





Vol. 50 / No. 7 


Continued 
1991-92. Washington, DC: US Department of 
s Administration, Bureau of the Census, 1993 
P70, no. 33 


utilization costs s 


associated with people with dis 


anel Survey (MEPS). Annual 


P meeting 
rvices Rese Los Angeles, California 

h, Bureau Overview of the Survey of Income and 
SIPP ashir rtment 


of Commerce. Economics 


1999. Available at http 


ynference ed 


tion, 2000 
id CDC 


Notice to Readers 


Satellite Broadcast on HIV Prevention 


f Stigma on HIV Preventi Programs,” a satellite broadcast, is sched 
Wednesday, April 25, 2001, from 1-3 p.m. eastern time. CDC and the Public 
Health Trainir 


g Network are co-sponsoring this forum, which will focus on the impact of 


stigma on health and human immunodeficiency virus (HIV) prevention efforts, and how 
public health programs may send mixed messages that cor 


5 tribute to stiqma. Presenta 
tions and intervi 


ews will provide an update on public health resources and innovative 


strategies to reduce or eliminate stiqmatiz ng attitudes 


This broadcast is designed for organizations and persons who provide HIV preven 
tion, including health departments, HIV prevention community planning groups, national 
and regional minority organizations, community-based organizations, and health-care 
providers. Viewers can fax questions and comments before and during the broadcast 


Additional information for organizations and potential viewers is available through 


www.cdenpin.org/broadcast, and CDC’s Fax Information 
System, telephone (888) 232-3299 ([888] CDC-FAXX), by entering document number 


the World-Wide Web site, http 


130036 and a return fax number. Organizations setting up viewing sites are encouraged 


to register online or by fax as early as possible so that viewers can access information 
about viewing locations when visiting the web site or calling the information line 


Errata: Vol. 49, No. 46 


In the article “Measles, Rubella, and Congenital Rubella Syndrome — United States 
and Mexico, 1997-1999,” two errors appeared on page 1048 in the first paragraph under 
the section, “Measles in the United States.” In the fourth line, the number of cases per 
100,000 population should read <0.5, and in the last sentence of the same paragraph, the 
date should read March 2000 
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Erratum: Vol. 49, No. 45 


In the Notice to Readers, “Shortage of Tetanus and Diphtheria Toxoids,” an error 
occurred in the next to last sentence of the second paragraph. The sentence should read, 


Arthritis-type reactions may occur among persons who receive multiple doses of teta 
nus toxoid-containing vaccines (TT or Td), especially within short intervals (<10 years) 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending February 17, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending February 17, 2001 (7th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending February 17, 2001, and February 19, 2000 (7th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 


weeks ending February 17, 2001, and February 19, 2000 (7th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
February 17, 2001 (7th Week) 
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